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CASE

•64

•Female

Chief complaint:

Generalized Weakness



1996 INTERIM
3 MONTHS 

PRIOR

2 MONTHS 

PRIOR

• Age 37 yrs old
• (+) Generalized weakness

• Admitted at a local hospital

o K <3 mmol/L

o Elevated BP 160-180/90-110

o No other member of the family with similar 
manifestation

o Referred to us

▪ Assessment: Primary Aldosteronism

▪ Unenhanced CT scan: Bilateral 
adrenal nodules, ARR>20

▪ Bilateral adrenal venous sampling: 

Bilateral aldosterone secretion, 
dominant left

→ Underwent left adrenalectomy

1 MONTH 

PRIOR



BAVS Results (1996)



Pathology Report (1996)



• She continued her follow-up with a cardiologist

• Recurrent hypokalemia (K levels of 3-3.5mmol/L) 

o No muscle weakness/ cramping, no headaches, 

no palpitations

o BP 120-140/70-80

o Resumed spironolactone in 2021

o Medications: KCl 10meqs/tablet 1 tablet TID 

and Amlodipine+ Losartan 5/50mg/tablet OD
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Clinical Course from the Cardiologist’s Chart (1)



Clinical Course from the Cardiologist’s Chart (2)

Sept 2023 Referred back to us



• (+) Recurrent generalized weakness with 

difficulty in ambulation

o With frequent ER consults

o Laboratory work up:

▪ K= 2.0- 2.5mmol/L; BP 150-160/100
→ Relieved with K correction

→ Additional anti-HTN medication: 

Carvedilol 12.5mg/tablet BID

CT SCAN OF THE WHOLE ABDOMEN (PLAIN)

• Hypodense hepatic foci may relate to cysts mild 

fatty infiltration of the liver

• S/p cholecystectomy

• Mild fatty involution of the pancreas

• S/p left adrenalectomy with post-surgical 

changes, as described

• Non-specific right renal parenchymal calcification

• Under distended urinary bladder with apparent wall 

thickening

• Atherosclerotic vascular disease

• Dorsal spondylosis

• Consider degenerative changes in the bilateral 

sacroiliac joints
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• Endocrinology consult

o Initial Laboratory Work up

o Meds:

o Spironolactone 50 mg BID

o Amlodipine 10 mg OD
o Carvedilol 12.5 mg BID

o K: 3.69-4.40

o BP: 113/66 (latest)

Reference Range Unit Result
PAC Upright 8-10AM <28

Upright 4-6PM <21
Supine 8-10am 3-16

ng/dL 9

PRA 0.25- 5.82 ng/mL/hr 1.80
PAC:PRA 0.9- 28.9 5.0
Cortisol 6-10AM 172- 497

4-8PM 74.1- 286
nmol/L 318

Ionized Calcium 1.10- 1.35 mmol/L 1.22
PTH 15- 65 pg/mL 48.6
Na 135-148 mmol/L 139
K 3.5- 5.3 mmol/L 3.09
Cl 98- 107 mmol/mL

Creatinine 0.51- 0.95 meq/L 0.95
TSH 0.27- 4.20 uIU/mL 1.430
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Nov 2023

Confirmatory test:

Saline infusion test



Final Diagnosis:

Bilateral primary hyperaldosteronism, status post unilateral adrenalectomy, 
with recurrence of  clinical symptomatology (hypokalemia) due to 
discontinuation of  spironolactone
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